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Positive person experiences and
outcomes across the care continuum

BB Chronic Disease Prevention and Management Paramedic Services and the Region of Peel, the Peel Community
As the population ages the likelihdedetdpin chronic conditions incredmsnic Paramettine at Clinic (CP@Clinic) began a voluntary drioghealth
Disease Prevention Management (CDPM) in the Mississauga Halton LHIN focuses ophepfiotion program with a focus on the prevention of cardiovascular

promotion and the-sedfnagement initiatives that address the risks associated with the disease, diabetes and falls. The Peel CP@Clinic program offers
progression of chronic conglitvithin the population. The Mississauga Halton LHIN works ’

collaboratively with our health and community partners across the continuum of care t%so%‘ﬁﬁsmems’ referrals and education to frail and vulneralesseni

healthy environments, increase equitable accessmtmgethent programs and inter living in subsidized housing. In August 2018, the Toronto Paramedic
professional cée patients with chronic conditions to improve their quality of life and ozefvices launched a @fed Clinic and Home Visit Program in South
welbeing. Etobicoke at Islington Manor Seniors apartments. This CP Clinic
Community Paramedicine model offers the seniors living in these apartmentgekly clinic in
Community Paramedicine (CP) continues to expand in the which a community paramedic conducts an assessment or fofiow
Mississauga Halton LHIN. In June 2018, two additional CP clinics assessment, provides education to participants and makes referrals to

launched in South West Mississauga. In collaboration with the Peel ~ connect seniors with the appropriate health care and community
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supports and resources. This program gnanted by a Home Visit been seamless. There was no disruption to services for clients who
program. chose to transfer providers and VON hashbaeccessfully receiving

After months of hard work and collaboration, the Mississauga Halton new referrals through the Central Intake at Nucleus.

Community Paramedicine Advisory Committee finalized their .Telemedicine

Community Paramedicine Planning Report in May 2018. The report  The Mississauga Halton LHIN is working to champion and support a culture that uses

provides an overview of CP modeisd offers recommendations that Telemedicine solutions to improve access and equity to $exaittesate enhance

will guide further planning and implementation of CP within the health system capacity; and to increase knowledge transfer and collaboration betweer
. . L care providers in a way that will positively impact the overall patient and health care pr

region. Work is underway to develop a communication and

) experiencea the Mississauga Halton LHIN.
engagement plan for system partners and other health care providers. . _
Tdemedicinenablegroviders to remotely diagnose, monitor and tredt guadidreips

As of last spring, the Mississaaudfalton Community Paramedicine patients manage their illnesses througiresalid access to education and support
Advisory Committee has now transitioned to the Mississauga Halton systems. The Ontario Telemedicine Network (OTN) provides the platform and tools,
Community Paramedicine Implementation Group. programs and services that make this possible.

We arecontinuing our work to implemem@ntario Telemedicine

Netork (QTN) solutions hat fall within 12 £ 0, P ptopo v e, d | £
ysaudion offeringg Video Visits, Telehomecare, eConsult,

m Regional Meals in Home
Mi ssi ssauga Halton LHINOG&s Meal s sfon Hom
meals in home to the most vulnerable residents. Eligibility will be determined by inconﬁe bn

ability to move about in relation to other medical/health needs. Teleophthalmologyand Enhanced Access to Primary Care (EAPC).
The Meals in Home program experienced a successful launch on April Ourfirst focus area is within the Mississauga Integrated Care Centre
1, 2018. All identified Meals in Home eligible clients have been (MICC). Telemedicine will enable access to specialists through
transferred into the program and are currently receiving meals at the eConsuliand also allovpatientsto leveragevideo or secure

new subsidized rate. The income threshold for eligibility has been messagingo eng@edirectly with MICC physicians through eVisit.
modified to better account for households containing multiple Training has begun with the Primary Care Advisors on eVisit and
individuals requiing meals assistance. We anticipate this will equate initial rollout targets have been sémn August 242018 we heldour

to an additional 19 individuals receiving needed access to the first physician focused training session starting with one of our Family
program. Meals in Home will continue its phased expansion through  Health Teams in East Mississauga. Our overall targetedper cent

Q3 and Q4, monitoring demand on a weekly basengure program of our physician base within each of the sevenrrsgjions (approx. 49
sustainaility. physicians in total) who are expected to be live with eVisit by end of

The transfer of Meals on Wheels coverage for residents of Oakville to Octobgr 201.8Look|ng forward, thEMICC W'I_I b? examining the
the Victorian Order of Nurses (VON) occurred April 10, 2018 and has potential to implement remote patient monitoring (Telehomecare) for
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a specific client bas@ossibly with patients in need of palliative
services

Oursecond focus area is within Addictions and Mental Health. We
are in the process of wang with OTN to implement patient self
directed and peer support online tools sucBigs/Nhite Walland
Bounce Back

We continue to identify areas opportunity to improve situations and
solve problems thrggh solutions provided by OThreas under
investigation iclude, but are not limited t@®PIODS Strategy, French
Language Services / Indigenous, and Home Video Visits within an
acute setting witfrillium Health Partners.

M Health System Funding Innovation and Transformation

Accountability

Community
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holders and are working collaboratively to ensure a consistent, high
quality model of care for residents wrdoing hip and knee surgery.

Both hospitals recently received Approved Agency Status which
meanshey will be accountable for providing and arranging home care
for residents undergoing hip and knee surgery. In August 2018, a
Request For Proposal was released to secure a partner organization to
provide homecare services and the new model is targebed)io
implementation in November 2018.

Planning for Bundle Care for Spine and Oncology Surgery

In addition to the work under way with cardiac dmgl andknee

bundled care, Trillium Health Partners received funding to explore the
expansion of the bundlezire funding model to two additional patient
care cohorts: spine surgery and surgical oncology. Planning is in the

The Ministry of Health and-Teng Care (MOHLTC) continues to test and scale innovative

funding and service delivery models to achieve high quality, more duetséstent and
integrated care. Under the Bundl ed
a single payment for an episode of care across multiple settings. Health Service Pro
the LHING6s direct servi cesardmledtivelyr y

responsible for creating seamless transitions and improved outcomes including reducg

length of stay, reduced emergency department visits, reduced hospital readmissions,
improved patient, caregiver and provider experience anchiogpfoveaowey.

Bundled Care for Hip and Knee Surgery

Building on the success of the six pilot Integrated Funding Models
(IFMs) in Ontario in 2015, including the successful implementation of
Trillium Health Partnerdés Putti
which bundled care for patients undergoing cardiac surgery, the
Mississauga Halton LHIN is currently participating in the provincial
bundle care pilot for Hip and Knee surgery. Under this pliotjum
Health Partnerand Halton Healthcare are the designated bundle

September 2018

Car

proabb tin ﬁ/wde
r‘bcgnt of ca? even aQWEI tegr&e?:ndtf/ gethe

early stages.

!Héd?tHthRS model , designated Abundl e ho
br aTrr'% q{ovmmglﬁnandarte fqr 'gle\f}@ hqks i r7t10\0(1|

gq{no Iprépj%ct to an approach to cal
rdsurmg that individuals with complex needs get the care they need, when they need |

irrespective of the most responsible phidwdexpectation is that Heailkls il fully
evolve into the sidgion planning approach within the next twasywaraork together
to spread and scale the Healthdaltéborative philosophy, like all LHINs across the
prowncewe will use the Health Links Maturity Dosnaiioiel to gauge progress/maturity
which includes deliverables and outcomes that fall within fowsdmmaotes to move
along the five level process continuum of leading practice reviewsatgQuatiby H
Ontario Lhe ealth L|nk r comm nity p

e Bbate cobebr BT HY

Embedding Care Coordination in Primary Care

The first mandate of the Mississauga Halton LHIN-segional dyad
leadership teams for the 2018/19 fiscal year was to assess and
strengthen connections between care coordination and primary care

care community (selgion) planning
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settings to improve the ease of transitions and qualitaref for

patients anadaragiversbetween home and community care, and other
health and social services. This project will thus focus on enhancing
patient level connections between care coordination and primary care
to improve péent experience and outcomes

The importance of furthering this work paiIN has been

recognized and is part of tMOHLTC and LHINs renewal work. A
guidance document was established for the LHINSs to assist them in
developing their plans to enhance care coordination connections
within primary care settings. The guidance document was developed
by a provincial working group, including LHINSs, primary care and
home ad community care stakeholdehs.addition, a paiHIN care
coordination task group has been struck in order to support
improvements in measurement of strengthened connections between
primary care settings and ca@oedination at the LHIN levelt is
understood this work will evolve over time with different models of
primary care and home and community care.

The initial phase of this evolving project will be led by Katarina
Busija, Director, Integrated Care for Halton Hills and Milton and Dr.
Kiran Cherla, Clinical Lead for Halton Hills. Tests of change have
been identified and will be launching m8kptember as part dfe

care communities work.

Health Links Maturity Domains

The LHINs are transitioning Health Links from a programmatic
approach to a matwstate model thas fully integrated with LHIN
subregion activities. The four domains of the Health Link Maturity
mocel contain:

September 2018

1. Identification of Complex Patients
Moving from a Health Links program to an approach reflected the

realities of the improvement in care coordinators working as a team
alongside patients and their families to provide a holistic approach to
care, taking into account patients' clinical needs and the social
determinants of health. All new referrals are assessed for complexity
regardless of referral source. Once the complex population has been
established, these patients receive an intensieentanagement
approach that involves having a Care Coordination Plan (CCP)
initiated and completed within the first 30 days following the initial
visit along with a care conference involving more than one health
professional. The care coordination Guidediné Care (GOCs) have
also been revised to reflect the operational changes needed to
implement the Health Links approach. Over the past year we have
worked with seven of our Health Links €@ads (one in each sub
region) to establish and embed a patieantdication process within
their respective organizations

2. Coordination of Care

An initiative spearheaded by Home and Community Care and Health

System Strategy Integration and Planning portfolios, the Care

Coordination Capacity Project involved the foliog:

a) A comprehensive review of the current state of care coordination
functions across all Health Service Providers. The survey was sent
to 81 organizations (85 per cent response rate) and gathered
gualitative and quantitative data on the current stataaf
coordination across the region. Findings revealed that:

1 There is significant variation in care coordination
execution across the region
1 1131 individuals provide care coordination as a function
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1 There are 107 different titles and job descriptions ability to selfmanage care needs, and bugdvice system capacity to

1 62 pe cent are regulated health professionals address client complex needs through an integrated approach to

Information gathered from the survey has supported the achieving clientdentified care plan goals. A total of 61 clients

development of the Core Competency Framework and the participated in the pilot between April 1, 2017 and JanGa, 2018.

Regional Learning Solution, and will guide overall planning At the conclusion of their imdvement with the Care Navigat@are

for care coordination in the future. Coordinator Partnership, clients felt more connected to their support
b) Developrent of a Regional Core Competency and Practice system (38 per cent increase); had a better understanding of where to

Evaluation Framework, which builds on the Mississauga Halton
LHIN's Home and Community Care Core@petency
Framework. The working group and executive sponsors confirmed

get help in the community (49 per cent increase)jdek stressed
abouttheir iliness/issues (35 per cent decrease); felt more hopeful

nine core competencies for caordination functions, including about meeting their future care goals (41 per cent increase); felt less
coordinated care planning and care conferencing tools. The isolated (40 per cent decrease); and clients felt better able to voice
renewed core competencies are identified as the following: their health concerns (37 per cent increase). iGilkie sort time frame
Therapeutic Alliance; Assessment; Coordinated Care Planning;  to evaluate this project this, the timeline has been extended to
Communication; Collaboration; Solution Fead; Patient Safety September 2019.

and Quality; Care Transitions; and Navigation.

c) Development Regional Learning Solution that will help support 3. Patient-Centred Care
frontline staff to enhance care coordination practice and support  Based on insights from patients, caregivers and our Community
embedding the Health Links approach to care within communit Capacity Plan, this initiative improved the way we care for patients i
partner agencies._The regiongl learning solution Wi_II _be alearning the community by providing more patient centric and whole person
platform that provides a consistent approach to training on care care, with an interdisciplinary team approach while strengthening the

coordination core competencies, coordinated care planning, care sustainability of the health care system. The major work streams of
conferencing, the CCP tool, and other learning needsifiden e y. y ' J
this initiative include:

d) Implementation with early adopter CSS partners use of
Coordinated Care Plan in CHRIS as enabling technology to a) Strengthening our Care Catination Framework: Improving
support planning for scaling across multiple providers & standardizing performance and accountability among our
care coordination teams, through core competency training and
mentoring, in the classroom and in the field.

b) Neighborhood Realignment: Restructuring of our operational
boundaries into more refined geographical areas (GASs),
followed by the rebalancing of caseloads within the new GAs

Care Navigator Pilot

This Pilot Project is an initiative currently underwayMiiton and

Halton Hills subregions, which have the highest number of rural
areas within the Mississauga Halton LHIN. The project aims to
promote seHefficacy of clients to navigate the system, enhance client

7|Page
September 2018



Annual Business Plan
Priorities

MOHLTC Updates

and the enablement of GeoCoding (automated caseload

assignment).
c) Service Provider Realignment: The realignment and

consolidation of ouService Provider partners along the newly
defined boundaries. A pilot was also implemented in four

retirement homes to test service models with further

consolidation of service provider organizations (bme max.

per home). This pilot also provided an oppinity to test

innovations around the sharing of Coordinated Care plans.

d) Patient and Family Advisory Council (PFA@ver thepast

six months, the patient engagement and community outreach

team has been strengthening its team, recruiting PFAC

members, athdeveloping a roadmap to guide how we engage

patients and caregivers. On April 3, 2018, ixgional

Accountability

Community
Engagement

Communications

Mississauga Integrated Care Centre

Significant progress has been made towards the development of the
Mississauga Integrated Care Centre (MICC). The MICC is now
officially a Health Service Provider of the Mississauga Halton LHIN
with a M-SAA. Seven board members have been recruited with two
positions remaining to be filled. The Executive Director has also been
recruited and began on August 27, 2018. Recruitment for a Medical
Director is underway. Completion of this recruitment process will
allow for the envisioned governance structure toutlg fealized.

A lease for 2695 North Sheridan Way has been finalized for the South
West Mississauga site. A floor plan was created with the support of
stakeholders, providers and famileesdapproved by the LHIN and

the MICC board. Construction is tatgd for the fall with the aim of
opening doors in March 2019.

roadmap was launched and serves as a guide to how we embed

the involvement of patients and caregivers into all aspects of
our systemultimately improvingpatientcentred care and our

progression in this domain.

4. Measurement and Continuous Performance Improvement

The Ministry has released a set of six new enhanced Health Links
Measures that all LHINs are required to report on. Data collection

began on July 1, 2018.
B Primary Carg&volution

The MICC has partnered with Healthcare Human Design Factors to
guide the cadesign of both the patient and provider experience for the
use of digital health in a new integrated clinical syst€hrough

mapping of the current primary care experience for complex needs,
patient and provider focus groups and engagements throitie-on

street surveys, system gaps and variances in expectations will be able
to drive accurate solutions. As well, reagBs for digital health
opportunities as an enabler to improving care and system processes
will be identified.

Primary Care Evolution, designed to improve access to primary care and increase linfagegrated models of care, layering allied health, primary care,
between primary care and other health care providers, is working towards initiatives t%é@i‘alist care, home care and community services are being
build awarenesshefalth care system resources and capacity within the primary care seaté)\r/.eloped and protgped in two initial priority populationgalliative

September 2018

care andnentalhealth andaddiction. Multi-stakeholder planning
tables to generate continuous care pathways in these areas for access
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by all members of the circle care founded in best practice is utilization the largest increase in the province and 143 referrals were
concurent work to support the integrated model. The MICC has had made to this new Mental Health intervention, second highest rate in
the opportunity to work with Dr. Ali and Dr. Chen, two family the province. For the CEP Academic Detailing program, it was
medicine residence completing their concurrent Masters in Leadership reported that the greatest uptake of primary care providers for this new
certificates, who assisted in the development of an engagement program was in our LHIN, which CEP attributed to B@A role.
framework delineating both physician needs from the MICC and level Over 40 providers have participated in the Academic Detailing

of affiliation with it. This includes a survey which is currently program and are keen to participate in the next session

underway, leading to several focus groups planned for the fall. Patient
andfamily engagement workshops are also underwaigling on the
volunteerism of our patients and family focus groups to expand to
engage further into their communities for feedbd&t&nning for the

East Mississauga site has begun and real estate for the program is
being scouted.

eVisit

The Mississauga Halton LHIN is working with Ontario Telemedicine
Network (OTN) to launch the eVisit project to primary care providers.
This program will enable physicians to conduct a clinical visit with a
patient within a welbased solution, either througecure messaging,
video or audio. Through the implementation of eVisits, it is

We continue to expanduo partnership with Rotman School of anticipated that there will be fewer waltkclinic utilization,

Management, initially started when we sponsored Jennifer Riel to improved quality and continuity of care, more flexibility for both
bring her teachings on fl nt egr atphysiclanshmdipatiénis ang increbsed acdesamealayiiedtday n t h
spring. With the MBA progr amds fclaical adwce. Our fr& physiciandhasMriralled in ¢shb @dgriam dné  t

semest er 6 % tha@raneogation stneamyfocusing on four of Primary Care Advisors are enrolling others as they begin the fall

our most complex problems in design. cycle.

Primary Care Advisors Digital Health in Clinical Care

The Primary Care Advisor team continues to engage with primary Our multistakeholder digital health committee in prinaare has

care physicians in the fak In the most recent cycle, the team was begun with strong partnerships with our provincial bodies to focus on
promoting two prowicial programs: Bounce Back & the Centre for three key areas: increase utilization and optimization of electronic

Effective Practiceds (CEP) Ac ad anadical reCbeds$ imphysician@fficpsr solgng aommuniPatiom beaoriers n
programs that are available provincially gives us the opportunity to within the circle of care team membevirtual care adoption.

evaluate the effectiveness of the PCA role as we can compare uptake
across th province. In both of these cases, the uptake of these
programs was superior in our LHIN as compared to others in the
province. For BouncBack, there was a 240 per cent increase in

Provincial Representation
Our teams continues to influence and represent our local perspective
in many provincial working groups including the Ontario College of

9|Page
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Family Physician (OCFP) Task Force on the Patient Medical Home,
HQO partnership on Physicians Thriving at Work, Physician
Leadership Development and Mentoring Committee of the OCFP

one-Link Data Summary

1 2,987 new individuals have been screened byeLink
Service coordinator

1 546 of these individuals have accepted Peer Support and been
successfully connected
Safe Talk continues to run monthly and has certified 56 family
members/friends of ints who have been referred through
onelLink in suicide safe talk

Research and Innovation

A framework for managing and prioritizing research requests has been
created. Recruitment of research champions &aoh portfolio is

soon to begin to support and foster a culture of curiosity, rapid
learning, and commitment to research informed decision making. We
continue to work with our close partner, the Institute for Better Health, Health Equity Socidbemographic Data

as developing our research fdain in the LHIN. Dialogue continues HEALTH EQUITY-Collected st potnt of Srvice Coordination with ane-ink Aprl 151 2017 -une 306h 2018 =952
with the Research, Assessment and Evaluation Branch of the

number percentage

Age 16-25 212 25% Male 322 29%

MOHLTC on expanding research to locally relevant queries on health | ™ B = T T —
system transformation. S o] 17 = e

Sub-LHIN lissi 390 51% Other 13 2%

- - South East Etobicoke 47 6% Gay 14 2%

B Addiction and Mental Health L] S

English 592 72% Straight 738 23%
Selfidentified

French 13 2% bi-Sexual 36 4%

. One-l_lnk Other two-spirit 0 0%
Queer 2 <1%
Mississauga HaltorH | N é&Limk enables equitable access and coordinated care to mal English did not answer/know| 17 2%
. . . . .. . rdu <.
it possible for people to receive the right addiction and mental health care, at the right| ... .....ce e ; e 029009 136 7%
and in the right place. Development and implementatiork & ongoing. st e e = =
. i A i A Other 33 4% 490,000, $199,999 60 7%
one-Link wi ns the Mississauga Halton LHIN Partnering for a . 001099 30 =
Born in Canada 558 68% $150,000+ 55 7%

Not born in Canada 161
not answered 1

did not answer/know

Healthy Community 2018 Pinnacle Award!

On June 5, 2018, oflank’'s System Access Model for Addiction and T T N — Lo =
Mental Health Services was presented with the Mississauga Halton T e et P
LHIN Pinnacle Award. ond.ink receivedthis esteemed recognition T = O
for a collaborative initiative betwegaimary care,10 service T o S -
providers, patients, and families, that reduced the wait times from ]2 2o didm.m,,k:f\g iii 63:
referral to a client receiving mental health and addiction services by s g o ol deperdercy| 101 =
44 per cent. - T

Sensory Disabiity] 54 7

10|Page
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New Program: Peer DropIn Group 7 Whole Souls

The Whole Souls program is designed to look at a person holistically
to positively impact their overallellness. Whole Souls encourages
individuals to come out and socialize, form new relationships and
meet other individuals who are working through physical and mental
health challenges of their own. Peers are invited to participate in skills
building for ketter living, as well as various social recreational
activities.

Anecdote from oneLink Peer Mentor satisfaction survey:
Al found it very encouraging and
with my mental health issues by pointingrewiams for other programs and services

of fered. o

@ Sustaining Peer Supports in the Mississauga Halton LHIN

Peer Supports have been demonstrated to play an important role in both addiction and

mental health recovery. In 2015, Mississauga HatiorebsdN peer support capacity
by adding services to 11 mental health and addiction health service providers. The

Mississauga Halton LHIN has also invested in supports to maintain the effectiveness of the

new and existing peer supports in our reggin toondination of services; best practices
support for HSPs hiring peer support workers; and providing ongoing training and
development of the peer support workers and their supervisors.

Development of Validated Research Tool (Survey)integrity,
Quiality & Impact of Peer Support

In response to a growing neft a validated research ta measure
theintegrity, quality and impact of Peer SuppaheCentre for
InnovationandPeer Suppotthasfinalizedareliability testing tool at
St. Joa¢ph@arkdei n Hamiltonds
health programs that have received peer support. The research study
was approved by the Hamilton Integrated Research Ethics Bodrd
afterstatistical analysiproved thathe results of the tesetestwere
reliable

September 2018

hel pful.

Initial Report Findings
1 Service Integrity: The average score for all itemssvery
positive, meaning there was a high degree of perceived alignment
between the way peer support workers behaved and the values of
peer support.
Service Quality:Over all , peoplesd repor
improved significantly with the introduction of peer support. This
was mirrored by a parallel drop in negative emotions.
1 Service Impact Results:
o More than 80 per cent agreed or strongly agtkat
o hiaving geer,sprect fielned fhem be mare hopefiy aboyt,
their life; gave them more confidence to tell health
providers what they need; helped them deal more
effectively with crises in their life
Between 75 79 per cent agreed or strongly agreed that
having peer support helped them get connected to
appropriate supports and services; improved their ability
for seltcare; decreased their need for emergency and crisis
services
o Decreased their need f

or € mt

Excellence through Qualiyy Improvement Projects (EQIP)

Cohort 2

The Centrefor Innovation in Peer Support continues to work with E
QIP. The focusof this quality improvement initiativevill be on peer
supportin hospital setting ; o pt i mal @ paadimpacilly e x
trying to find ways to effectively balance peer philosophy with hospital

I N pdlidy and Préedudes. tt wilPapplyiePéer SupPpbrt Integrityt Quality

and Impact toolfihe toob) which was created based off the work from
EQIP 1.0. The results from the tool would tight opportunities for
change in how peer support is delivered in the hospital settinQ#? E
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2.0 will be a tremendous support in working through this process |

efficiently and effectively.

Peer Supervisor Training

The Centre for Innovation for Peer Sugpt hosted a Peer Supervision
Training session for 40 supervisors from varying organizations and
regions around Ontario. A key initiative is development of online
training modules as well as a trahe-trainer model to support other
peers, including a hit-in community of practice for the trainers.

AContinuous |l earning is a value of pee[}

about the Peer Supervision training. As a coordinator of a peer leadership program, |

provided the knowledgeérd ed t o support pebDawhmarieas t |

Harriot, Working for Change

Peer Position Supervisor Network (Community of Practice)

The Peer Position Supervisors Netwask continuing to focus on
developing regiotwide guidelines around the peer role
implementation. The groupecently finalized aPromo Material
Guidelines for Per Work and isworking on the development of
Documentation Guidelines for all peer positions promoting the values

National Conference PeeSupport (Peer Support Canada)

The Centre for Innovation in Peer Support participated in the National
Peer Support Conference (Peer Support Canada) May 2018-and co
facilitated two Community of Practices (COP). One was a Peer
Support Implementation COP atite other wa a Peer Support
Research COP.here were also two poster presentations on the
Development of Research Tool: Integrity, Quality and Impact of Peer
Support and PosteGovernance, and the Relationship Structure for
the Centre for Innovation inger Support. They facilitated a 90

minute workshop session titleBromising Practice Innovation in Peer
Support. All sessions were well attended.

September 2018

Peer Support Canada National Conference on Peer Suppoftohttéeftéesigi8andy Rao
Director, Rgonal Programs, Mental Health & Addictions, Mississauga Hédtue E¢thdndes
Vice President, Regional Programs, Mississauga HaltbridtidéN]abale®irector Centre for
Innovation in Peer Support, Support and Housing sty and€isty, Director, Centre for
Innovation in Peer Support, Support and Housing Halton

Peer Position Network (Community of Practice)

The Peer Position Network continues to meet monihlyboth
Mississauga and Halta@ites. Network members are nowfacilitating

the meeting$o ensure thenique needsf individuals ineachlocation

are metlin the last quarteBereaved Failies of Ontario facilitated a
grief and mourningessiorand share resources that were added to the
net wor kds IseApriority ef the metwerk id.to maintain a
current list of peer support services to further improve access and
system navigation in the Mississauga Halton LHIN. The list has already
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been circulated tall peer workers and Wibe available soon on the
Centre for Innovation in Pe& u p p mawtwébsite fopublicaccess.

to Support and Housing
nomi nation under the category of foAz ldealthys
Community 2018 Awards. Pictured here from lefCtuistgia: JabaleandBettylLou Kristy,

Directors with the Centre for Innovation in Peer Support, Support & Housing Halton

Congratul ations

September 2018

Peer Staff Core Skills Training

The Centrefor Innovation forPeer Supporhas rebranded its Peer
Positions Core Skills Training tBeer Staff Core Values Trainini.
positions it to be distinct from the foundational peer work trainings to
showcase the focus on peer workers as staff members. There is a neec
to supprt peer staff to negotiate the peer values in different work
environments and within different agencies policies and procedures.

@ Community Addiction Liaison to the Emergency Department (CALED)
The Community Addiction Liaison to the Emergency iégdrEDgnitiative involves
identification of individuals and family in the emergency department (ED) by the crisis 1
and community addiction personnel being called into the ED to provide warm transfers
community addictions and mental hpgdtlr services and programs

CALED Launch @ Trillium Health Partners

The CALED program was launched at Trillium Health Partners (THP)
Mississauga Site on May 11, 2018. As a requirement to launch at
THP, a formal Collaborative Agreement was developedsegred by
THP and the three participating agencies: the Peel Addiction
Assessment and Referral Centre (PAARC), Halton Alcohol, Drug &
Gambling Assessment Prevention and Treatment (ADAPT) and
PCHS. The CALED Operations Manual has also been updated to
refled THP implementation and now includes feedback form
developed by CALED staff, hospital crisis teamsl @mergency
department staff.

The feedback form is a ofpage document that CALED staff

completg for every referral received from the hospital andusred
Hah ih‘é'h&r%e_ﬁﬁﬁbtréf%rriﬁg"dnit. RIS d¥cumefth ' 0 Peer Supg
at the Misslissauga Halton

LHI N6s Partnering
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highlights the plan for referrals for the client

confirms for the hospital that clients were reviewed by
CALED

identifies if the client accepted or declined the referral
indicates otheconnections that would be made for this client
in the community

1 is attached to the client files at THP

= =4

= =4

This form was discussed with Halton Healthcare and it is thought to
be beneficial and manageable in the Oakville Trafalgar Memorial
Hospital context as &ll. CALED will be proceeding with
implementing a similar format Halton Healthcare.

Health Shared Services Ontario (HSSO) Achieving Excellence
Together 2018 Conference

The Mississauga Halton LHIN was well represerdgethe HSSO
Achieving Excélence Together 2018 Conferenddie main goal of

the twoday conference was to highlight successes, share best
practices, and motivate participants to effect change and improve the
patient experience in their communitidfie conference was an ideal
oppotunity to share quality impr@ment learnings with attendeds. MOEvery Door is the Right Dooré
also highlighedthe importance ofollaboration between hospitals, Through the No Wrong Door philosophy of care, providers are embracing a shared
community health service providers, and the Mississauga Halton commitment to work col!aborativgly to h.elp.people with mental health and gddjction
LHIN in developing successful models to improve care andrmce ;:ZIIs;%?jeaeciszztitgsarll%:tsf;:\l/;iesz:ﬁ:ﬂwopt common values and objectives
access for Addiadns and Mental Health clients and their families. '

Ed CastrpSenior Lead, Regional Programs, Mental Health Addictions, Mississauga Halton LHIN
presenting on the CALED at the HSSO Achieving Excellence Together 2018 Conference

Congratulations No Wrong Door!

The No Wrong Door Best Transfer Protocols initiative was recognized
for their quality improvement work under the category of Capacity at
theMi ssi ssauga Halton LHING6s Part:
2018 Awards. Their Improving & Driving Excellence Across Sectors

l4|Page
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(I DEAS) program | ed to a r educt ipabhchealth unitdy eommubity dealth oentres antl emerdedicy f o r

supports. management for the goal of a more coordinated system for clients and
families with opioiduse.
An OpioidspriCapacity Project Action Table was established with
ADAPT and the Mississauga Halton LHIN asleads and multiple
system partners to ensure that there is alignment of services and
coordination of care. Easier access to Naloxone kits has been created
with Trillium Health Partners and Halton Hills Healthcare System in
collaboration with our regional health units.

@ Regional Practical Clinic

The Mississauga Halton LHIN6s Regi onal
psychotherapeutic intervention, maiqregteht need, adapted from cognitive behavioural
and mindfulnebased approaches to treat symptoms of depressiamahigétgtress

Highlights of the Mississauga Halton LHIN Regional Practical
Clinic:

Measures Summary

Mi ssissauga Hal t o Meath{iCoMisity P8 Awards Wirmegleftto r a1 290 new individuals havieeen seen in an assessment within
rightBill MacLeodCEO, Mississauga Halton 1Saldg BaigNo Wrong Door Project Coordinator, the clinic

Peel Addiction Assessment & Referral Areattdeep KapAdministrative Director, Punjabi 1 353 group sessions have been run for a total of 1.614 visits
Community HéaBervices, aibnty Montgomergenior Manager, CMHA Halton Region Branch ’

o Quality Improvement Targets
@ Opioid Strategy f Targets of time from screening to assessment are being

Mississauga Halton LHINOS strategy Lo preiggdbdedRithtal tinfed felickd e thidd day fahde’ © © © ©
urgent response to the opioid crisis by building equitable andeacimessipadty for | ink ]
addictions treatment and supports across the region. uponcompleted ond.ink screening

1 Targets of time from assessment to start of treatment are being
consistently met with group sessions being offered on
acontinuous basis enabling no more than a 14 day wait to start
a level one structured psychotherapy grolgsies.

The Mississauga Halton LHIN Opioid Strategy, as directed by the
Ministry, aims to augment and align opioid projects and initiatives
across multiple stakeholders. Our key partnersigehospitals and

primary care, community mental health and addictions agencies,
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